CSH CRITICAL INCIDENT REPORT FORM (CIR) SUPPLEMENTAL
Wherever the symbol “…” - appears on the form, click the symbol to reveal the drop down list of options. Use the TAB key to move from one section/field to another section/field.

Incident Date        /    /         Incident Time:         FORMDROPDOWN 
     Client Building       
Incident #          
	Name: (Last, First, MI)

5.
	SS#

   -  -    
	DOB
(MM-DD-YYY)
   /    /     
	Type of Involvement

 FORMDROPDOWN 

	Unit/Living Area:

     

	Injury Category:               FORMCHECKBOX 
No Tx                     FORMCHECKBOX 
1st Aid                    FORMCHECKBOX 
Med Tx   

                                             FORMCHECKBOX 
Hospitalization                                        FORMCHECKBOX 
Death
	Tx Refused:  FORMCHECKBOX 
  Yes             FORMCHECKBOX 
     No 

	Primary Injury Description:  FORMDROPDOWN 

	Primary Anatomical Location: Upper  FORMDROPDOWN 
    
                                                Lower  FORMDROPDOWN 
  

                                                General  FORMDROPDOWN 
                                              

	Secondary Injury Description:   FORMDROPDOWN 

	Secondary Anatomical Location: Upper  FORMDROPDOWN 
    
                                                    Lower  FORMDROPDOWN 
  

                                                    General  FORMDROPDOWN 
                                              

	Fall Risk / Fall Precaution:     FORMCHECKBOX 
  Yes             FORMCHECKBOX 
     No 
	Individual Level of Observation:   FORMDROPDOWN 
 

	Name: (Last, First, MI)

6.
	SS#

   -  -    
	DOB
(MM-DD-YYY)
   /    /     
	Type of Involvement

 FORMDROPDOWN 

	Unit/Living Area:

     

	Injury Category:               FORMCHECKBOX 
No Tx                     FORMCHECKBOX 
1st Aid                    FORMCHECKBOX 
Med Tx   

                                             FORMCHECKBOX 
Hospitalization                                        FORMCHECKBOX 
Death
	Tx Refused:  FORMCHECKBOX 
  Yes             FORMCHECKBOX 
     No

	Primary Injury Description:  FORMDROPDOWN 

	Primary Anatomical Location: Upper  FORMDROPDOWN 
    

                                                Lower  FORMDROPDOWN 
  

                                                General  FORMDROPDOWN 
                                              

	Secondary Injury Description:   FORMDROPDOWN 

	Secondary Anatomical Location: Upper  FORMDROPDOWN 
    

                                                    Lower  FORMDROPDOWN 
  

                                                    General  FORMDROPDOWN 
                                              

	Fall Risk / Fall Precaution:     FORMCHECKBOX 
  Yes             FORMCHECKBOX 
     No
	Individual Level of Observation:   FORMDROPDOWN 
 

	Name: (Last, First, MI)

7.
	SS#

   -  -    
	DOB
(MM-DD-YYY)
   /    /     
	Type of Involvement

 FORMDROPDOWN 

	Unit/Living Area:

     

	Injury Category:               FORMCHECKBOX 
No Tx                     FORMCHECKBOX 
1st Aid                    FORMCHECKBOX 
Med Tx   

                                             FORMCHECKBOX 
Hospitalization                                        FORMCHECKBOX 
Death
	Tx Refused:  FORMCHECKBOX 
  Yes             FORMCHECKBOX 
     No

	Primary Injury Description:  FORMDROPDOWN 

	Primary Anatomical Location: Upper  FORMDROPDOWN 
    

                                                Lower  FORMDROPDOWN 
  

                                                General  FORMDROPDOWN 
                                              

	Secondary Injury Description:   FORMDROPDOWN 

	Secondary Anatomical Location: Upper  FORMDROPDOWN 
    

                                                    Lower  FORMDROPDOWN 
  

                                                    General  FORMDROPDOWN 
                                              

	Fall Risk / Fall Precaution:     FORMCHECKBOX 
  Yes             FORMCHECKBOX 
     No
	Individual Level of Observation:   FORMDROPDOWN 
 

	Name: (Last, First, MI)

8.
	SS#

   -  -    
	DOB
(MM-DD-YYY)
   /    /     
	Type of Involvement

 FORMDROPDOWN 

	Unit/Living Area:

     

	Injury Category:               FORMCHECKBOX 
No Tx                     FORMCHECKBOX 
1st Aid                    FORMCHECKBOX 
Med Tx   

                                             FORMCHECKBOX 
Hospitalization                                        FORMCHECKBOX 
Death
	Tx Refused:  FORMCHECKBOX 
  Yes             FORMCHECKBOX 
     No

	Primary Injury Description:  FORMDROPDOWN 

	Primary Anatomical Location: Upper  FORMDROPDOWN 
    

                                                Lower  FORMDROPDOWN 
  

                                                General  FORMDROPDOWN 
                                              

	Secondary Injury Description:   FORMDROPDOWN 

	Secondary Anatomical Location: Upper  FORMDROPDOWN 
    

                                                    Lower  FORMDROPDOWN 
  

                                                    General  FORMDROPDOWN 
                                              

	Fall Risk / Fall Precaution:     FORMCHECKBOX 
  Yes             FORMCHECKBOX 
     No
	Individual Level of Observation:   FORMDROPDOWN 
 


CIR Supplemental (Effective 4-1-2011)


